Integration of Gender-sensitive Approach to Safe Motherhood
Program for the Prevention of STD/ HIV in Iran: A Qualitative
Study
Fatemeh Rahmanian (PhD)1, Masoomeh Simbar (PhD)*2, Ali Ramezankhan (PhD)3, Farid
Zayeri (PhD)4
1
2
3
4

Assistant professor, department of midwifery, school of nursing and midwifery, shiraz university of medical science, Shiraz, Iran
Professor, Midwifery and Reproductive Health Research Center (MRHRC), Shahid Beheshti University of Medical Science, Tehran, Iran,
Associate Professor, Department of Public Health, Faculty of Health, ShahidBeheshti University of Medical Sciences, Tehran, Iran
Associate Professor, Department of Biostatistics, Faculty of Paramedicine, Shahid Beheshti University of Medical Sciences, Tehran, Iran

ARTICLEINFO

ABSTRACT

Article type:
Original article

Background & aim: Sexually transmitted infections (STIs) present a serious public
health burden, which are considered as the factors contributing to acute illnesses,
infertility, long-term disability, and mortality. The aim of the present study was to
provide an in-depth understanding of the participants' perceptions about the
integration of gender-sensitive approach to safe motherhood program for the
prevention of STIs/human immunodeficiency virus (HIV) in Iran.
Methods: This qualitative exploratory study was conducted on 32 male and female
key informants, including health managers, health policy makers, and reproductive
health providers. The participants were selected through the purposive sampling
method, followed by the snowball sampling technique. The data collection was
performed using the semi-structured interviews. The data were analyzed through
the content analysis.
Results: Based on the results, the participants’ perceptions were categorized into
two categories, namely the STIs/HIV prevention among males in safe motherhood
and gender-sensitivity in primary maternal STIs/HIV prevention. Each of the
patients was further divided into codes. The first category includes accountability to
men's own sexual health needs’ and prevention of ill-health effects of men on
women’s STIs/HIV status and the second category includes (1) condom negotiation
skills in women (2) mandatory pre-marital HIV test policy, (3) partner notification
guidelines, (4) STI/HIV risk assessment in safe motherhood services, and (5)
women’s right-based instruction for prenatal HIV screening in private services.
Conclusion: As the findings of the present study indicated, the health policy makers
were not adequately sensitive to gender sensitivity, which is particularly crucial for
STIs/HIV prevention in the safe motherhood programs.
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Introduction

Globally, sexually transmitted infections
(STIs) present a serious public health burden
and are recognized as one of the major
contributing factors to acute illnesses, infertility,
long-term disability, and mortality (1). As
indicated in the growing body of evidence, the
global incidence of STIs is substantially
increasing (1, 2). According to the World Health

Organization (WHO), there are annually over 90,
62, and 12 million cases of Chlamydia trachoma
(C. trachoma) infection, Neisseria gonorrhoeae
(NG) infection, and syphilis, respectively, in the
males and females aged 15-49 years.
It is estimated that out of the 15 million
(13.3%) new identified cases of STIs among the
individuals within the age of 15-49 years,
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approximately 2 million infections occur in the
pregnant women (3). In addition, the direct
physical, psychological, and social consequences
of STIs have a major impact on the quality of life,
which are the prime indicators of the quality of
global sexual and reproductive health care.
Equitable access to primary health care and
provider's expertise in the risk assessment,
screening, and treatment of STIs are critical
factors in the prevention of the adverse
pregnancy outcomes (4).
Every year, an estimated 200 million women
in the world become pregnant, among whom
approximately 2.5 million are identified as HIVpositive. This fact presents the world’s health
services with major challenges regarding the
protection of the pregnant women who have not
acquired the virus against the respective
complications. In other words, annually, 99% of
the women who become pregnant need
empowerment and assistance in order not to be
affected by HIV (3). The biological, social,
cultural, economic, and gender-based factors
that contribute to women’s vulnerability to
HIV/acquired immunodeficiency syndrome
(AIDS) and other STIs are readily welldocumented (4-6).
No epidemiological surveys of STIs have
been conducted in Iran owing to technical,
economic, and social barriers (7). Furthermore,
the local studies are infrequent and uneven in
their coverage of various groups (8). Based on
the annual official reports, one million cases of
STIs have so far been identified in Iran. This
attaches special prominence to this issue and
necessitates focused attention on the part of the
Iranian health authorities, placing it at the upper
half of the countries’ health priority list (i.e.,
authorities need to work against the spread of
STIs).
Moreover, the prevalence of some factors
signifies the importance of directing extra
attention to high-risk sexual behaviors. These
factors include the high proportion of youth in
Iran and an alarming increase in the level of their
involvement in risky sexual relations/behaviors
(as observed in the recent studies reporting 2030% extramarital sex in single men and 70%
mulipartnerity), commercial sex and sexual
relations of men with their temporary wives as
contributing factors to gonorrhea (64% and 24%
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of the men are affected by means of commercial
sex and sexual relations with their temporary
wives, respectively), and the frequency of
dissatisfaction with condom use (reported by one
fifth of the female workers, who are consistent
condom users in Tehran, and less than a quarter
of the young people with pre-marital sex) (9).
Unsafe sexual intercourse is one of the
leading causes of acquiring HIV in the females.
Good examples are those regions/provinces
where men immigrate to seek jobs (10). In such
cases, the rate of virus transmission via sexual
intercourse is equal to that of drug injection
(11). According to the experts, the role of sexual
intercourse, as one of the contributing factors to
HIV and STIs, has not been fully considered (11).
Based on the WHO (2010), most of the
infections occurring before the conception and
during the pregnancy are neglected by many
women due to their limited access to respective
health care and drugs or the mildness of the
STIs symptoms.
Safe motherhood critically depends on the
provision and practice of high-quality
reproductive health care measures and must
involve empowerment strategies. The safe
motherhood is achieved by fulfilling the rights of
the women (12). Like feminine, such labeling
issues as family planning, pregnancy, childbirth,
and child health have often led to the exclusion
of men from spaces and services providing the
opportunity to learn more about reproductive,
maternal, and child health (13). Meanwhile, the
equal right of both genders to have access to
health services should be recognized.
The definitions of safe motherhood are based
on an exclusively women’s right approach to the
inclusion of men. As a human right issue, both
men and women ought to have access to
reproductive health services. The gendersensitive safe motherhood incorporates
processes that enable the men and women
across all segments of society to advocate their
rights. There is also a particular need to involve
both males and females during the pregnancy
and breastfeeding periods in effort to prevent
STIs and HIV. This aids the women to seek
effective ways for the removal of gender
inequities, which are critical for successful STI
/HIV prevention interventions (14).
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The majority of the current studies have
focused on investigating the spread of sexually
transmitted diseases during the pregnancy.
Traditional beliefs and doubts about the harms
of sexual intercourse on the mother and neonate
during the pregnancy and health workers
conveying incorrect information may lead to
long marital sexual abstinence during the
pregnancy and postpartum (15). During this
time, men may fall victim to extra-material sex
without a condom (16-18), which may in turn
lead to woman’s STI /HIV seroconversion
during the pregnancy (18).
The prevention interventions around the
globe indicate that the women find it difficult to
choose or enact condom use given that they are
largely used by men. Furthermore, it is revealed
that the gender-power relations affect safer sex
negotiations (19). However, the enhancement of
the negotiation skills in the females, their
empowerment to request condom use, and
elevation of their awareness about the
importance of having sex with one partner do not
guarantee the monogamy of the partners (20).
Studies also stressed the correlation between
the traditional gender roles and risk factor(s),
revealing how men are socialized to initiate and
expect sex unlike the women who are
accustomed to be responsive to their request
and focus on the partners’ wants and needs
(21). Despite the global identification of genderrelated effects on STI prevention, particularly
during the pregnancy, the safe motherhood
program does not support drawing men’s
attention to defending their reproductive rights
or those of their spouses.
Contrary to the stated assertions, these
programs raise the chance of identifying sexual
inequalities (which may play a prominent role in
the spread of sexually transmitted diseases) and
aid the women in the elimination of the risk
factors associated with gender-related effects.
With this background in mind, the present
qualitative exploratory study was conducted to
provide an in-depth understanding of the
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participants' perceptions about the integration
of
gender-sensitive
approach
to
safe
motherhood program for the prevention of
STIs/HIV in Iran.

Materials and Methods

Study design and sampling
This qualitative exploratory study was
conducted on 32 key informants working in the
health policy and reproductive health areas. The
participants included policymakers (n=10),
academics (n=9), and reproductive health
providers (n=13), who were selected using the
purposive sampling method, followed by the
snowball sampling technique (Table 1). All
policy makers worked in the Tehran Ministry of
Health and Medical Education and the other
participants worked in Shiraz governmental
clinics. Caution was exercised to include those
individuals with adequate knowledge and
experience about the reproductive health
services at local and national levels.
Data collection
The data were collected using semistructured interviews. The interview was
validated by three experienced university
professors of reproductive health. Additionally,
the participants’ opinions about the genderrelated issues in the safe motherhood services,
the social norms affecting STIs prevention, and
their experiences in effective screening were
also considered in validating the interview. The
interviews were performed in the state clinics
and managers’ offices and designed so that it
gave the participants the chance to clarify their
opinions and respond to the prompts.
The direct interviews were audio-recorded,
and each interview took 45-90 min.
A supplementary interview was sometimes
needed to explore the complete perception. The
interviews were continued until data saturation,
and finally, 34 interviews were carried out. The
collected data were analyzed using the

Table 1. Descriptive statistics of the participants’ age and work experience
Mean±SD
44.8±6.30
Age
16.21±7.30
Experience

inductive content analysis approach. To this
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Median (inter-quantile rang)
43.50(29-51)
15.50(5-21)

aim, the researchers read and coded the
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interview transcripts and field notes.
Subsequently, they generated initial codes from
the ideas and notes explored in the interviews.
The codes were examined for groupings and the
ones that formed a broader theme were
identified. To ensure the trustworthiness of the
study, the Lincoln and Guba’s criteria were
employed (22).

On the other hand, the latter was categorized
into five groups, including condom negotiation
skills in women, mandatory pre-marital
(including temporary marriage) HIV test policy,
partner notification guidelines, STI/HIV risk
assessment in safe motherhood services, and
women right-based instruction for prenatal HIV
screening in private services (Table 2).

Ethical considerations
The present project was submitted to the
Ethics Research Committee of the Shahid
Beheshti University of Medical Sciences, Tehran,
Iran, and approved under the code number of
SBMU.REC.1393.452. Informed consent was
obtained from all the participants. Additionally,
they were assured about the confidentiality of
their information and the possibility to
withdraw from the study as soon as they
intended to.

1. Gender-sensitive approach to the prevention
of STIs/HIV in males
Despite the difference in expression, almost
all the participants emphasized that the
reproductive health policy makers/designers
tend to describe the disadvantaged position of
the females regardless of the men’s needs since
the goal(s) of such programs usually focus on
the women.

Results

According to the results, 22 participants
were female. Based on the collected data, two
main categories were formed, namely the
prevention of STIs/HIV among the males in the
safe motherhood program and gendersensitivity in primary maternal STIs/HIV
prevention. Each of the categories was further
divided into some subcategories. The former
was divided into two categories, including the
accountability to men's own sexual health needs
and the prevention of the men’s adverse health
effects on women’s STIs/HIV status.

1.1. Accountability to men's own sexual health
needs
The majority of the participants pointed to
the fact that a gender-equitable approach, which
involves the men in the safe motherhood
programs,
has
been
neglected.
They
acknowledged that only integrated STIs/HIV
program works effectively. One of the
participants simply puts it:
"The role of men in our health environment
has been oversimplified and is merely
approached from their impact on females’
reproductive health. This approach is clearly

Table 2. Theme, categories, and codes extracted from participants perception towards the integration of gendersensitive STIs/HIV prevention to safe motherhood program
Theme
Categories
Codes
a- Accountability to men's own sexual
health needs
1- Prevention of STIs/HIV among
males in safe motherhood program
b- Prevention of ill-health effects of men
on women’s STIs/HIV status
a- Condom negotiation skills in women
Integration of gender-sensitive
b- Mandatory pre-marital (including
STIs/HIV prevention to safe
temporary marriage) HIV test policy
motherhood program
c- Partner notification guidelines
2- Gender-sensitivity in primary
d- STI/HIV risk assessment in safe
maternal STIs/HIV prevention
motherhood services
e- Women’ right-based instruction for
prenatal HIV screening in safe
motherhood services
STI: sexually transmitted infection, HIV: human immunodeficiency virus
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reflected in the governmental documents that
address the reproductive health goals. For
instance, one does not usually come across any
signs of establishing male-friendly services or
monitoring men-sensitive indicators. The safe
motherhood program is a window of opportunity
for educating the men regarding safe sex skills
and talking about their sexual health
discomforts." (Safe motherhood manager with 10
years of experience)
The participants considered the traditional
STI prevention to be ineffective and
recommended the development and practice of
new approaches:
"In reality, our health providers block the
men’s involvement in STI screening in the
antenatal clinics. The fact is deeply rooted in our
cultural and political beliefs and values, which
reject the men’s involvement in such programs.
For instance, there is no yardstick for the
measurement of the men’s knowledge and/or
skills in condom use, access to STIs services,
fertility desire and problems, etc.” (Safe
motherhood provider with 20 years of
experience)
1.2. Prevention of ill-health effects of men on
women STIs/HIV status
According to the participants, the men's
assumptions of masculinity, their right to
greater power, and the effect of these
assumptions on their health and their wives are
among the factors that should be considered in
the safe motherhood education program:
"Neglecting the men's need for STIs
prevention knowledge and access to services
often results in increased morbidity of both men
and women. The men are often less
knowledgeable about sexual problem(s) and
STIs, compared to the females; however, they
are reluctant to admit. The preconception STIs
counseling and screening could be regarded as
an entry-point and a path to the transfer of
sexually transmitted diseases from males to
females. These counseling and screenings can
also be a starting point for developing talks,
raising issues about sexual risks, and correcting
the manhood cultural misconception" (STIs
prevention manager with 20 years of
experience).
System barrier was another factor pointed
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out by the participants:
"We have no practical guidelines to prevent
the men from getting involved in risky sexual
behaviors while their wives are pregnant. We
lack appropriate facilities and/or health
providers to support the infected men even
when the women report their husband's
symptoms, which result in the spread of the
infection” (STIs prevention manager with 15
years of experience).
2. Primary maternal STIs/HIV prevention and
gender-sensitive factors
Most of the participants stressed the
importance of primary prevention of STIs/HIV
among the women of reproductive age to reduce
vertical transmission. The key informants talked
about the guidelines and practical instruments,
based on which the gender-sensitive factors
affecting the successful practice of STIs/HIV
prevention programs emerged.
2.1. Condom negotiation skills in women
The participants mentioned the gender
inequity and women's lower power status to
initiate condom use as the gender-related
barriers to primary STIs:
"Some pregnant women report their
reluctance to have sex with their husbands who
seem to have had extra-marital relations,
which resulted in being abused by forced sex,
and consequently vaginal or anal tears that can
expedite STI transmission. The females are
helpless, and they are not equipped with
condom use negotiation skills or unable to
resist engaging in risky behavior.” (STIs
prevention provider with 40 years of
experience)
An expert safe motherhood provider
explored the causes of the women’s inability in
condom use negotiation with their husbands as
follows:
"The women’s inability to negotiate condom
use contributes to such factors as the lack of
confidence, worries about men resorting to exmarital sexual relations in the absence of proper
sex at home, and our system’s inability to
protect the women's reproductive rights. This
results in the exposure of the women to insecure
sexual intercourse and an increase in STIs
including HIV/AIDS.” (STIs prevention provider
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with 10 years of experience)
The STIs prevention counselors emphasized
the importance of protecting women's reproductive rights in the safe motherhood
guidelines:
"The majority of the pregnant women at risk
are monogamous and married. Most of them
know about their husband’s risky behavior and
almost all are afraid of the chance of getting STIs
from them. They talked about their problems;
however, unfortunately, there are no guidelines
to help them." (Safe motherhood provider with
20 years of experience)
2.2. Mandatory pre-marital (including temporary marriage) HIV test policy
Most of the participants agreed with premarital and pre-conception mandatory HIV test.
Meanwhile, they said that they were restricted
by law(s). A marital counselor stated:
“The current laws governing marriages are
in need of revision. Today, the marriage age in
Iran for girls and boys has considerably
increased. This increase in turn enhances the
chances of getting involved in pre-marital sexual
relations, which in turn endangers their health
and that of their future partners. It is common
knowledge that most of the infected women get
affect via marital sex. We need to screen and
treat those infected people who seek medical
assistance." (Family health manager with 15
years of experience)
Additionally, an expert STIs preventive
manager expressed:
"Temporary marriages are performed easily
and people interpret it in different ways.
Regarding this, the health managers should
devise a plan and facility to prevent STIs from
spreading. This may be achieved by encouraging
the infected individuals to clarify their infectious
status because they might belong to the high
risk group." (STIs prevention manager with 20
years of experience)
2.3. Partner notification guidelines
Another issue that appeared in our study
was the STIs partner notification. The females’
perceived gender-related barriers to tell their
partners were highlighted by a STIs program
manager as follows:
"I think that women are afraid of telling their
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husbands about STIs, especially when it comes
to AIDS. For example, there were times that we
asked the infected women to ask their husbands
to come in for a talk. The women expressed their
fear; however, they said that they were not in a
position to tell their husbands about STIs. Some
even mentioned the right of men in getting remarried, and they were afraid of rejection and
accusation of extra-marital relationships.
" (STIs prevention manager with 14 years of
experience)
The majority of the participants stated that
the political advocacy of women’s rights could
oblige the men to notify their wives:
"In one case, we had a HIV-positive male
patient, who had not informed his wife about his
illness. In fact, he had been well aware of his
illness for years without telling his wife. The
result of this was a pregnant HIV-positive
woman. More interestingly, he did not feel the
least pity, assuming that he had done the right
thing." (Health behavior diseases specialist with
10 years of experience)
The legislation of gender-sensitive partner
notification was highlighted by almost all the
participants:
"Treatment of STIs may require making
confessions about having had different sex
partners. This may be harmful to the patient’s
family structure. Therefore, even in cases where
men with STIs infection are identified, we are
unable to inform their wives. We are left with no
choice than to stay neutral and avoid getting
involved in the person’s private life. The
problem would be much easier to handle if a
‘Right-Based Partner Notification Act’ was
passed. We need to be empowered to protect
the clients." (Academic member with 16 years of
experience)
2.4. STI/HIV risk assessment in safe
motherhood services
The majority of the providers also
questioned the effectiveness of the current
STI/HIV risk assessment in the antenatal clinics:
"We are left with HIV-positive women who
are diagnosed when it is too late. For instance, in
the private hospitals, prior to cesarean section,
he women have routine antenatal visits even
though they prefer to say nothing about their
risk factors. It is unrealistic to expect the
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providers to explore such a sensitive issue in a
typical limited consultation time framework and
improper context.”
Another expert provider added:
"In further examination, I found that many
women in this clinic had been exposed to their
husband’s risky sexual behavior without
reporting it" (Family health provider with 12
years of experience)
The interviews showed the necessity to
establish an environment that encourages the
client’s disclosure of private information:
"A deep understanding of the aspects of STIs
risk assessment requires specialty, spending
time, and counseling skills. However, this
sensitive issue does not usually receive especial
attention. We ask about the clients’ sexual
relations in the same way we do for nutrition or
immunization status." (Academic staff with 20
years of experience)
2.5. Women right-based instruction for
prenatal HIV screening in safe motherhood
services
The key informants explained the hidden
problems arisen from the lack of a unique
standard for prenatal HIV screening and
women’s reproductive rights:
"The midwives and obstetricians tell the
clients that HIV testing is a routine part of the
prenatal care, which is requested with other
routine antenatal tests without pretest
counseling. After the involuntary disclosure of
the women’s HIV status, we face mothers who
decide to terminate their pregnancies or
husbands who stigmatize their wives. A great
number of antenatal services are covered by the
private sectors, which are not familiar with the
women's reproductive rights. The health
managers do not monitor the quality of prenatal
HIV screening." (Midwife with 20 years of
experience)
Another STI counselor added:
"We live in a society with gender inequity
where women are easily stigmatized. The health
managers should oblige the testing centers
(private sectors) to keep the HIV test results
confidential. The administration of effective preand post-test couple counseling, enhancement of
the couple’s knowledge about AIDS, and
provision of psychological supports are also
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necessary.” (Health behavior diseases specialist
with 10 years of experience)
A health manager puts it as follows:
“My many years of experience working with
HIV-positive patients tell me that after the
disclosure of the HIV-positive status of couples,
most of the men put the blame on their wives.
The men emphasize their right to remarry or
divorce the infected women. Therefore, the
gender-based discrimination requires close
attention." (Maternal Health manager with 24
years of experience)

Discussion
The participants reviewed the existing safe
motherhood program and identified the factors
that affected successful STIs prevention. The
interviews in the present study stressed many
gender-related factors, which were neglected in
our policies. Basic approach to men’s involvement
and its prominence were investigated on two
grounds, namely men's own sexual health needs
and rights, and men’s sexual health effect on
maternal and neonatal health.
Overall, the results of other qualitative
studies are in line with our findings indicating
that he young men without access to
information and guidance about sexuality and
protective sexual behaviors are ill-prepared to
navigate their sexual lives (23). While the safe
motherhood program could be the onset of
treating men’s sexual diseases, they had limited
access to these services. Based on our
participants’ disclosure, he men have little
contact with the formal health system, and even
less engagement with the preventive health
services. However, in a similar situation, other
researchers showed that the men seek
curative services and often prefer a traditional
healer or a visit to the pharmacy over a health
center (24).
Moreover, many men and women request
greater male involvement in maternal and child
health services (25, 26). The participant’s
opinions along with other findings clearly
signaled the presence of health system barriers,
which prevent or lower the men’s active
involvement during pregnancy and postpartum.
This raises the feeling of ‘being left out’ in men
and confirmed by other studies (27-29).
The second pattern that emerged in the
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present study was gender-sensitivity in primary
maternal STIs/HIV prevention. The promotion
of condom use negotiation skills was perceived
as one of the essential elements for the
prevention of STIs in the pregnant women. The
participants stated that condom distribution
among women would have no effect unless the
women were empowered to protect themselves.
Likewise, another study conducted in Cambodia
demonstrated the effects of this inability in the
females and reported the reduction of HIV
prevalence among the sex workers and its rapid
elevation among the married women.
Almost 50% of all married women, who
contracted the virus in 2002, were infected by
their husbands (30). Our participants emphasized on gender-sensitive interventions.
According to the previous studies, these new
insights attempt to help the women develop
self-efficacy, negotiate safer sex, know their
bodies, as well as recognize and challenge
gender inequalities in their own lives and
relationships (19, 31). According to the
literature, apart from preventing a pregnancy,
men consider condom use within inter-marriage
sex as a sign of distrust on the part of their
partners (32, 33).
The findings of the present study indicated
the need to develop effective strategies to
improve young single men and women’s access
to STIs information and screening services,
which could lead to the reduction of STIs risk in
pregnancy. It was perceived that many infected
youths who intend to get married are unaware
of their own and their partner’s HIV status.
Consistent with other studies, the present study
highlighted the need for the development
of a comprehensive approach to premarital
laws.
In Saudi Arabia, it is mandatory for all the
couples who want to get married to undergo
premarital HIV testing as well as pre- and posttest counseling (34). The main aim of including
HIV test to the premarital check-up in 2008 was
to prevent HIV transmission to the lately married
women. Almost 97% of the heterosexually
infected women in Saudi Arabia acquired HIV
from their husbands (35).
As expected, the authors of the present study
identified STIs transmission in the pregnant
women, who were not involved in risky sexual
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behavior(s). The majority of these women had
been affected by their husbands who were
either unaware or reluctant to inform their
wives about their illness. Regardless of the
sector or the level and type of specialty, the
participants reached consensus on the need to
pay more attention to partner notification policy
in the safe motherhood program.
Gender-related factors, such as women’s
disempowerment and lack of knowledge about
reproductive health rights, were stressed by
many informants as the major barriers to STIs
prevention. Based on the previous studies, the
major impediments to successful partner
notification include the stigma associated with
STIs (especially in extra-marital sexual
intercourse) (36, 37), gender, power structure,
partner type (38), as well as fear of abuse and
rejection were.
Despite the difference in expression, most of
the participants agreed that the disclosure of
risky sexual behavior was not justified without
the employment of trained counselors,
empowerment of women, and consideration of
the discrimination needs in a culturally adjusted
environment. The current safe motherhood
program(s) depend on limited women’s reports
about their husbands’ risky sexual behavior(s).
In another study, which investigated the risk
assessment accuracy, the race, gender matching
(14, 38), age, and perceived sexual orientation of
the counselor were reported to affect the
disclosing risky behaviors.
Self-serving bias (i.e., wishing to be viewed in
a positive light) may result in underreporting
private sexual behaviors that are perceived
stigmatizing (39). In addition, in another study
(40), it was shown that the assurance of
acceptance or even receiving non-judgmental
responses could be the limitation of risky sexual
behavior disclosure.
The participants acknowledged that to avoid
the violation of women’s rights, the system of
HIV testing in the non-governmental centers
needs to be revised. There was an urgency to
clarify rights-based practical guides to support
the pregnant women with prevention efforts
and obtain the full benefits from learning about
their HIV status for themselves and others.
Studies showed that gender differences in
testing increased the women's risk of stigma
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and discrimination (41). Additionally, other
studies have indicated the need to develop
screening tools and new counseling approaches
to ensure the safety of women (42).

Conclusion

The STIs present a serious public health
burden, which are accepted as the leading
factors causing acute illnesses, infertility, longterm disability, and mortality in both developed
and developing countries. Heath services have
begun a campaign against these infections.
Despite the taken measures, STIs are rapidly
increasing, particularly among the youth. As an
alternative, both governmental and nongovernmental health services are trying to
decrease its harmful effects.
The pregnant women could be a good
starting point in this regard. Based on the
findings of the present study, empowering
women, enhancing women’s condom use
negotiation skills, eliminating gender inequality,
involving men in safe motherhood programs,
building trust among couples, developing
mandatory pre-marriage HIV test programs, and
keeping the status of HIV women confidential
are only but some of the measures that can be
taken to prevent the transition of STIs from men
to women and their children. Nevertheless, the
government functionaries are not adequately
sensitized to gender sensitivity, which is
particularly crucial for STIs/HIV prevention in
the safe motherhood programs.

Acknowledgements

The authors would like to express their
gratitude to the Shiraz University of Medical
Sciences, Shiraz, Iran, and also the Center for
Development of Clinical Research of Nemazee
Hospital. We would also appreciate Dr. Nasrin
Shokrpour for editorial assistance.

Conflicts of Interest

We have no conflicts of interest to declare.

References

1. Miners A, Llewellyn C, Pollard A, Lagarde M,
Richardson D, Cairns J, et al. Assessing user
preferences for sexually transmitted infection testing
services: a discrete choice experiment. Sexually
Transmitted Infections. 2012; 88(7):510-516.
2. Health Protection Surveillance Centre. Surveillance

J Midwifery Reprod Health. 2017; 5(3): 958-968.

JMRH

Integration of Gender-sensitive Approach
to Safe Motherhood

of STIs: a report by the sexually transmitted
infections subcommittee for the scientific advisory
committee of the health protection surveillance
centre. Available at: URL: http://www.hpsc.ie/
hpsc/AboutHPSC/ScientificCommittees/Publicatio
ns/File,1437,en.pdf; 2016.
3. World Health Organization. Strategies and
laboratory methods for strengthening sur-veillance
of sexually transmitted infections. Geneva: World
Health organization; 2012.
4. UNAIDS J. Global report: UNAIDS report on the
global AIDS epidemic 2010. Geneva: UNAIDS; 2013.
5. World Health Organization. HIV in pregnancy: a
review. Geneva: World Health Organization; 1999.
P. 66.
6. Farhoudi B, Kamali K, Rajabpoor Z. Situation
analysis of sexually transmitted infections in the
Islamic Republic of Iran. Tehran: Ministry of Health
and Medical Education; 2008. P. 54-57.
7. Safari R, Shahesmaeili R, Nasirian M, Khajeh
Kazemi R, Sharifi H, Hoseini Hoshyar S. Systematic
review of Iraninan studies on sexually transmitted
disease. Kerman: Kerman University of Medical
Sciences; 2014.
8. Nasirian M, Haghjou L, Mounesan L, Kamal K,
Haghdoost AA. Sexually transmitted disease
surveillance status in iran from the viewpoint of
involved experts and practitioners. Journal of
Health and Development. 2015; 4(3):259-276.
9. Ministry of Health and Medical Education
(MOHME). National AIDS Committee Secretariat.
Islamic Republic of Iran AIDS progress report.
Tehran: MOHME; 2011.
10. Ministry of Health and Medical Education Center
for disease Control HIV/STI Office. Situation
analysis of sexually transmitted infections in the
Islamic Republic of Iran. Tehran: MOHME; 2008.
11. Cook R. Advancing safe motherhood through
human rights. Journal SOGC. 1999; 21(4):363-368.
12. Davis J, Luchters S, Holmes W. Men and maternal
and newborn health: benefits, harms, challenges
and potential strategies for engaging men.
Melbourne, Australia: Compass: Women’s and
Children’s Health Knowledge Hub; 2012.
13. Moderators DG, Nandraj S, Khot A. Solution
Exchange for the Maternal and Child Health
Community E-Discussion Summary. India: Solution
Exchange; 2007.
14. Pealer LN, Peterman TA, Newman DR, Kamb ML,
Dillon B, Malotte CK, et al. Are counselor
demographics associated with successful human
immunodeficiency virus/sexually transmitted
disease
prevention
counseling?
Sexually
Transmitted Diseases. 2004; 31(1):52-56.
15. Toole MJ, Coghlan B, Xeuatvongsa A, Holmes WR,
Pheualavong S, Chanlivong N. Understanding male
sexual behaviour in planning HIV prevention

966

Integration of Gender-sensitive Approach
to Safe Motherhood

JMRH

programmes: lessons from Laos, a low prevalence
country. Sexually Transmitted Infections. 2006;
82(2):135-138.
16. Holmes W, Otto B. Towards greater involvement of
men in pregnancy, childbirth, postpartum care and
infant care: knowledge, attitudes, beliefs and
practices in Bali, Indonesia. Melbourne: Burnet
Institute; 2009.
17. Spensley A, Sripipatana T, Turner AN, Hoblitzelle C,
Robinson J, Wilfert C. Preventing mother-to-child
transmission of HIV in resource-limited settings:
the Elizabeth Glaser Pediatric AIDS Foundation
experience. American Journal of Public Health.
2009; 99(4):631-637.
18. Ehrhardt AA, Exner TM, Hoffman S, Silberman I,
Leu CS, Miller S, et al. A gender-specific HIV/STD
risk reduction intervention for women in a health
care setting: short- and long-term results of a
randomized clinical trial. AIDS Care. 2002;
14(2):147-161.
19. Ehrhardt AA, Exner TM, Hoffman S, Silberman I,
Yingling S, Adams-Skinner J, et al. HIV/STD risk and
sexual strategies among women family planning
clients in New York: Project FIO. AIDS and
Behavior. 2002; 6(1):1-13.
20. Ortiz-Torres B, Williams SP, Ehrhardt AA. Urban
women's gender scripts: Implications for HIV
prevention. Culture, Health & Sexuality. 2003;
5(1):1-17.
21. Newmann S, Sarin P, Kumarasamy N, Amalraj E,
Rogers M, Madhivanan P, et al. Marriage,
monogamy and HIV: a profile of HIV-infected
women in south India. International Journal of STD
& AIDS. 2000; 11(4):250-253.
22. Guba EG, Lincoln YS. Competing paradigms in
qualitative research. Handbook of qualitative
research. Thousand Oaks: Sage Publications; 1994.
P. 105-117.
23. Abraham L, Kumar KA. Sexual experiences and
their correlates among college students in Mumbai
City, India. International Family Planning
Perspectives. 1999; 25(3):139-152.
24. Shepard BL. Addressing gender issues with men
and couples: Involving men in sexual and
reproductive health services in APROFE, Ecuador.
International Journal of Men's Health. 2004;
3(3):155.
25. Burnet Institute. East New Britain study of male
involvement in reproductive, maternal and child
health. Available at:URL: www.teampata.org; 2017.
26. Mullick S, Kunene B, Wanjiru M. Involving men in
maternity care: health service delivery issues.
Agenda Special Focus. 2005; 6:124-135.
27. Story WT, Burgard SA, Lori JR, Taleb F, Ali NA,
Hoque DM. Husbands' involvement in delivery care
utilization in rural Bangladesh: a qualitative study.
BMC Pregnancy and Childbirth. 2012; 12(1):28.

967

Rahmanian F et al.

28. Reece M, Hollub A, Nangami M, Lane K. Assessing
male spousal engagement with prevention of
mother-to-child transmission (pMTCT) programs
in western Kenya. AIDS Care. 2010; 22(6):743-750.
29. Mullany BC. Barriers to and attitudes towards
promoting husbands' involvement in maternal
health in Katmandu, Nepal. Social Science &
Medicine. 2006; 62(11):2798-2809.
30. Mize SJ, Robinson BE, Bockting WO, Scheltema KE.
Meta-analysis of the effectiveness of HIV
prevention interventions for women. AIDS Care.
2002; 14(2):163-180.
31. Chimbiri AM. The condom is an 'intruder' in
marriage: evidence from rural Malawi. Social
Science & Medicine. 2007; 64(5):1102-1115.
32. Bauni EK, Jarabi BO. The low acceptability and use
of condoms within marriage: evidence from
Nakuru district, Kenya. African Population Studies.
2003; 18(1):51-65.
33. Alrajhi AA. Premarital HIV screening in Saudi
Arabia, is antenatal next? Journal of Infection and
Public Health. 2009; 2(1):4-6.
34. Alrajhi AA, Halim MA, Al-Abdely HM. Mode of
transmission of HIV-1 in Saudi Arabia. AIDS. 2004;
18(10):1478-1480.
35. Clark JL, Long CM, Giron JM, Cuadros JA, Caceres CF,
Coates TJ, et al. Partner notification for sexually
transmitted diseases in Peru: knowledge, attitudes,
and practices in a high-risk community. Sexually
Transmitted Diseases. 2007; 34(5):309-313.
36. Wakasiaka SN, Bwayo JJ, Weston K, Mbithi J, Ogol C.
Partner notification in the management of sexually
transmitted infections in Nairobi, Kenya. East
African Medical Journal. 2003; 80(12):646-651.
37. Klisch SA, Mamary E, Diaz Olavarrieta C, Garcia SG.
Patient-led partner notification for syphilis:
Strategies used by women accessing antenatal care
in urban Bolivia. Social Science & Medicine. 2007;
65(6):1124-1135.
38. Woodstock Striley C, Margavio C, Cottler LB.
Gender and race matching preferences for HIV
post-test counselling in an African-American
sample. AIDS Care. 2006; 18(1):49-53.
39. Catania JA, Gibson DR, Chitwood DD, Coates TJ.
Methodological problems in AIDS behavioral
research: influences on measurement error and
participation bias in studies of sexual behavior.
Psychological Bulletin. 1990; 108(3):339-362.
40. Adeoye-Agboola DI, Evans H, Hewson D, Pappas Y.
Factors influencing HIV disclosure among people
living with HIV/AIDS in Nigeria: a systematic
review using narrative synthesis and metaanalysis. Public Health. 2016; 136:13-28.
41. Greig A, Peacock D, Jewkes R, Msimang S. Gender
and AIDS: time to act. AIDS (London, England).
2008; 22(Suppl 2):S35-S43.
42. Were E, Curran K, Delany-Moretlwe S, Nakku-

J Midwifery Reprod Health. 2017; 5(3): 958-968.

Rahmanian F et al.

Joloba E, Mugo NR, Kiarie J, et al. A prospective
study of frequency and correlates of intimate
partner violence among African heterosexual HIV

J Midwifery Reprod Health. 2017; 5(3): 958-968.

JMRH

Integration of Gender-sensitive Approach
to Safe Motherhood

serodiscordant couples. AIDS (London, England).
2011; 25(16):2009-2018.

968

